1.2%. There was no apparent association between clopidogrel use and the incidence of postoperative bleeding (P ¼ .59) or any other postoperative complication (stroke, death, MI, or cranial nerve injury; P ¼ .15).
Objective: There are limited data evaluating the impact of postoperative hyperglycemia (POH) in patients undergoing vascular procedures. This study evaluated the relationship between POH and outcomes after carotid artery stenting (CAS) and carotid endarterectomy (CEA).
Methods: Patients admitted for elective carotid procedures were selected from the Cerner Health Facts (2008 Facts ( -2015 database using International Classification of Diseases, Ninth Revision, Clinical Modification diagnosis and procedure codes. We examined the relationship between patients' characteristics, POH (>180 mg/dL), and complications with c 2 analysis. A multivariable logistic model examined the association of patients' characteristics, procedure type, and POH with infection, renal failure, stroke, respiratory and cardiac complications, and length of stay.
Results: Of the 4022 patients admitted for an elective carotid procedure, 729 (18%) underwent CAS, whereas 3293 (82%) underwent CEA. There were 3512 (87%) patients who had optimal postoperative glucose control (80-180 mg/dL) and 510 (13%) who had POH. On average, patients with POH experienced longer hospital stays (3.26 vs 1.77 days; P < .0001), higher rates of postprocedure infection (3.7% vs 1.8%; P ¼ .00033), and more complications than patients with optimal glucose control. Multivariable logistic regression ( Table) Conclusions: POH was associated with adverse events after CAS and CEA, independent of a diabetes diagnosis. Infection, stroke, renal failure, respiratory complications, and increased hospital utilization were associated with hyperglycemia. Optimizing glucose control after carotid procedures should be a quality target because hyperglycemia was significantly associated with inferior outcomes after carotid procedures. Objective: The Area Deprivation Index (ADI) has recently been shown to be a key determinant of several health care outcomes in both medical and surgical fields. We sought to analyze rates of long-term follow-up and outcomes in patients with upper extremity vascular injuries who were admitted during a 5-year period to a level I trauma center based in a university hospital setting.
Methods: The patients were divided into two groups based on their ADI, with the first group representing the lowest quartile of patients and the second group the higher three quartiles. Patients' demographics as well as modes of trauma, hospital transfer status before receiving care, type of intervention received, follow-up rates, and outcomes including both complication and amputation rates were analyzed. Results: Between January 2013 and December 2017, a total of 88 patients with traumatic upper extremity vascular injuries were identified. The majority of injuries were due to penetrating trauma (74/88 [84%]), with 41% (10/24) of patients in the lower ADI being victims of gunshot wounds compared with 27% (17/64) of those in the higher ADI (P ¼ .19). Patients in the lowest ADI quartile were more likely to be African Americans (P ¼ .0001) and more likely to be transferred to our university hospital before receiving care (P ¼ .007). Arrival Glasgow Coma Scale score and Injury Severity Score were similar, as was time spent in the emergency department. Length of stay trended longer in the lowest ADI quartile compared with the higher ADI (7.5 vs 11.8; P ¼ .59). The rates of long-term follow-up were significantly lower in patients with the lowest ADI scores as opposed to the higher ADI (P ¼ .0098); however, there was no statistically significant difference in outcomes between the two groups, including both complication and amputation rates.
Conclusions: The ADI is associated with lower rates of long-term followup after upper extremity vascular injuries despite patients' having similar outcomes in regard to complication and amputation rates in both the high and low ADI groups. Further study is warranted to investigate the role of the socioeconomic status in outcomes after traumatic injury. Objective: Renal artery stenosis (RAS) causes renovascular hypertension, but its severity is difficult to determine. Thus, effective stenting therapy cannot be well planned. This research is to develop and to validate a new, noninvasive, and patient-specific means to assess the true severity of RAS based on clinical computed tomography angiography and Doppler ultrasound.
Methods: As shown in Fig 1, a well-developed in-house computation package, named InVascular, is used to extract the anatomic threedimensional aortorenal artery together with flow conditions (inlet) and three-element Windkessel model (exits) based on clinical computed tomography angiography and Doppler ultrasound and to quantify the trans-stenotic pressure gradient (aP ¼ Pa À Pr ; Fig 1, a) , to parameterize deterioration scenarios of the RAS denoted by the volumetric stenosis degree (S ; Fig 1, b) , and to establish the correlation of aP vs S to identify whether the stenosis is mild, moderate, or severe (Fig 1, c) . Careful validation has been made for pressure quantification through concurrent invasive measurement and noninvasive computation.
Results: The cases of five patients with 10 renal arteries are studied. For each renal artery, we virtually create a series of progressive stenosis, for each of which the trans-stenotic pressure gradient and flow rate are quantified. The correlations of the systolic trans-stenotic pressure gradient and the flow ratio from aorta to renal artery vs volumetric stenosis degree of four renal arteries are shown in Fig 2. In each renal artery, the two characteristic stenosis sizes, S mm (15% or 20%) and S ms (from 35% to 65%), indicate mild, moderate, and severe RAS.
Conclusions: InVascular provides a unique, noninvasive, and reliable means for patient-specific assessment of RAS severity. Whether a diagnosed RAS is mild (no specific treatment needed), moderate (medical management indicated), or severe (stenting beneficial) is determined by the true flow resistance and relative renal ischemia. We conclude that volume reduction of renal lumen is more accurate to characterize the degree of RAS and that the correlation between trans-stenotic Correlation of (a) systolic trans-stenotic pressure gradient DP and (b) normalized mass flow ratio from aorta to renal artery vs volumetric stenosis degree S of four renal arteries recognized by the four colors. The characteristic stenosis sizes S mm and S ms that indicate mild, moderate, and severe renal artery stenosis (RAS) are shown in (a), and ischemia ranges due to the severe RAS are identified in (b).
